normal differentials, no albuminuria and no glycosuria. The preoperative diagnosis was the differentiated carcinoma of the thyroid locating in the right lobe.
On February 5, 1968, an operation was performed. The right lobe and the isthmus were resected and the modified neck dissection was carried out. When the left lobe of the thyroid was carefully palpated, a firm, irregular mass less than 1cm in diameter was felt in the lower portion of the lobe. Either a metastatic lesion or an independent occult carcinoma was suspected and the lower half of the left lobe was further removed (Fig.1) . Pathological examination revealed the follicular carcinoma of the thyroid, 2 by 2cm in size in the right lobe (Fig.2) . The lesion in the left lobe was 9 by 5mm in size on the cut surface, irregularly outlined and whitish gray. Microscopically there was marked inflammatory reaction both in the thyroid acini and in the interstitial tissues. Desquamated epithelia, inflammatory cells and multinucleated giant cells were seen in the acinar spaces ( Fig.3 and 4 Examination revealed a round, smooth, non-movable nodule, measuring 6cm in diameter, located in the lower part of the left lobe of the thyroid. Another nodule, 3cm in diameter, was felt in the lower part of the right lobe. It had a smooth surface and was readily movable. Ultrasound scanning showed that both of them were cystic. Triiodothyronine resin uptake was 28.3% and serum cholesterol was 184mg/dl. Erythrocyte sedimentation rate was 19mm per hour.
By the day of operation, which was carried out on September 11, 1970, the nodules decreased in size. There were no pain and no fever. At operation, the apparently benign cystic nodules were removed from the lower poles of both lobes, which were measured 3.5cm and 3cm in diameter, respectively. Then careful examination of the remnant thyroid tissue revealed a small firm, irregular mass in the left upper portion. An occult carcinoma was suspected and the upper third of the left lobe was removed. On pathological examination, the nodules were colloid adenomas having undergone cystic degeneration.
The third small lesion was whitish, firm and 1.0 by 0.7cm in size on the cut surface of the specimen. Microscopically it showed a typical inflammatory phase (Fig.5) . Postoperative course was completely smooth without development of clinical signs and symptoms of subacute thyroiditis.
Discussion
The thyroid nodule less than 1cm in diameter is generally undetectable by palpation from outside. Scintiscanning is less valuable for the detection of small lesions.
However, when the thyroid gland is exposed at operation and is directly palpated between the two finger tips, the much smaller lesions can be found. Since 1960 this method has proved to be useful in discovering an occult carcinoma.
In the two cases here reported, the small lesions found at the time of operation were initially supposed to be either one of the intraglandularly metastasized foci or an independent occult carcinoma. On microscopical examination, however, they were lesions due to subacute thyroiditis. During the 14 year period since 1960, we have experienced only two cases reported here in which the area involved by subacute thyroiditis was discovered incidentally as a small firm mass at the operation. Thus the association of clinically silent subacute thyroiditis with the clinically apparent thyroid nodules was assumed to be quite rare. On the other hand, small nodules are not uncommonly detected at the pathological examination of the surgical specimens having resected from the patients with clinically dominant subacute thyroiditis, as was documented in the series before 1960 (Fujimoto et al., 1958; Woolner et al., 1957) . It could be proposed that such nodules are remaining persistently once it develops, while the subacute thyroiditis is a self-limited, trancient disease.
In the two patients reported here, the pathological findings of the excised specimens were consistent with those commonly seen at the early phase of subacute thyroiditis.
After the operation, therefore, the patients were closely followed up for more than one year. However, there have been neither clinical signs, symptoms nor laboratory findings which indicate the recurrence of the disease. Possibly, the lesion less than 1 cm in diameter is too small to produce inflammatory signs and symptoms.
These two cases, thus, strongly suggest the presence of patients with subacute thyroiditis which may remain clinically silent throughout the course of the disease.
